STRICTURE OF THE CESOPHAGUS DUE TO 
TYPHOID ULCERATION. 


BY JAMES E. THOMPSON, M.B., B.S., F.R.C.S.(ENG.), 
OK GALVESTON, TEXAS, 

Professor of Surgery In the University of Texas. 


The literature of stricture of the cesopliagus following an 
attack of typhoid fever is meagre enough to justify recording 
three that have fallen under my notice since the year 1896. 

Case I.—O. G., aged seventeen years; male; white. The 
patient came under my observation in the spring of 1896 suf¬ 
fering from a tight stricture of the cesopliagus. In the fourth 
week of typhoid fever he complained of difficulty in swallowing. 
As stated by his family physician, the fever was of a severe type, 
but not prolonged beyond the sixth week, and free from all serious 
complications. There was nothing in the manner of treatment 
that deserves comment. 

The difficulty in swallowing became more evident as con¬ 
valescence progressed, and in a few weeks be was unable to 
swallow anything but liquids. 

Nine mouths after the subsidence of the fever he came under 
my care, at which time the stricture was so tight that he took 
about half an hour to swallow a glass of water. He was not 
greatly emaciated, owing perhaps to the fact that he had accus¬ 
tomed himself to swallowing milk the whole day long. 

I attempted to pass a bougie (the smallest in my oesophageal 
set), but was unable to pass a stricture near the cardiac orifice 
of the stomach. After much trouble, I succeeded in passing a 
long probe with an olive-shaped end about four millimetres in 
diameter. 

I then bad a set of olives made, which could be screwed on 
to a flexible metal rod. The diameters of the olives increased in 
size by one millimetre up to ten millimetres; above this the sizes 
increased by two millimetres. In about four weeks I succeeded 
in passing one fourteen millimetres in diameter. The patient 
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then returned home with a set of bougies of the ordinary kind, 
and with instructions to have them passed regularly. 

Soon after his return (before any bougies had been passed), 
he complained of feeling sick, and of soreness at the site of 
stricture. He then suffered from fever, and began to swallow 
with difficulty. Then he began to cough and vomit quite a quan¬ 
tity of mucus. 

Swallowing became more and more difficult and nausea dis¬ 
tressing, and the patient became weaker, and gradually sank three 
months after his return. No bougie was passed after he left my 
care. 

Case II.—F. P., aged twenty-six years; male; white. The 
patient suffered from a severe attack of typhoid fever, and at the 
end of the fourth week noticed a difficulty in swallowing capsules. 
At the end of the sixth week he noticed a difficulty in swallowing 
solid food. Soon he was unable to swallow any solids, and in 
a short time fluids began to pass with difficulty, causing hic¬ 
cough and regurgitation. Swallowing became progressively 
worse, until in October, 1902, ten months after the first onset 
of the fever, lie found himself unable to swallow a drop of water. 

He then came under my care, and for three days had been 
unable to swallow a drop of water. 

On examination, I found a very tight stricture near the 
cardiac orifice of the stomach, fifteen and one-quarter inches from 
the upper incisors. This I succeeded in passing by using a 
bougie four millimetres in diameter. Treatment by gradual dila¬ 
tation was instituted, and by December 20 I managed to pass 
one twelve millimetres in diameter. Dilatation was very slow, 
because treatment had to be stopped for days on account of sore¬ 
ness at the point of stricture. A break in treatment occurred 
between December 20 and February 15. The stricture contracted 
to its former lumen, and treatment had to be started from the 
beginning. This time the dilatation was more rapid, and by the 
end of March I had succeeded in passing a bougie fifteen milli¬ 
metres in diameter. The patient then left for home, provided 
with a set of bougies. I last heard from him in October, when 
he stated that he was getting along very nicely. 

Case III.—J. W. B., aged twenty-six years; male; white. 
The patient had suffered from a very severe attack of typhoid 
fever which lasted seventy-two days. At the end of the first 



TYPHOIDAL STRICTURE OF CESOPHAGUS. 685 

month lie noticed a difficulty in swallowing a capsule, which he 
said lodged in his gullet near the lower end. 

Liquids passed with ease. After 100 days he was allowed to 
eat solid food, but found himself unable to swallow it. It would 
pass as far as the lower cud of the gullet, and occasionally stay 
there for several hours before it was regurgitated. The difficulty 
in swallowing became more marked, until in February, 1903 (four 
and a half months since the onset of the fever), he came to con¬ 
sult me. 

At this time he could swallow liquids only. On the whole 
he swallowed fairly well, taking about three minutes to swallow 
a glass of water. O11 passing a bougie, it was arrested at a point 
eight inches from the upper incisors. A smaller bougie was passed 
through this obstruction, and was arrested at a point thirteen 
and one-half inches from the upper incisors. Thence it passed 
smoothly into the stomach. 

Treatment was continued on the same lines as in the other 
cases. The strictures were easily dilated, and in thirty days we 
had succeeded in passing a bougie sixteen millimetres in diameter. 
The patient then went home, but in three weeks returned with 
symptoms of closure. The strictures were easily dilated, and he 
again returned home with a complete set of bougies. 

The histories of these cases is all the evidence that I have to 
present to prove that these patients suffered from typhoid fever. 
This with the statements of the family physicians must be ac¬ 
cepted as final. 

As to the frequency of ulceration of the cesophagus during 
the course of typhoid fever, opinions differ greatly. 

Louis 1 mentions oesophageal lesions as of comparatively 
frequent occurrence. Out of forty-six autopsies, he found 
lesions present in the oesophagus in seven cases. 

Holcher 2 found only one instance of an cesophageal lesion, 
viz., gangrene in 2000 autopsies. 

Berg 3 in 1628 autopsies found no lesions; and Dopfer 4 
none in 927 cases. Louis’s description of the ulcers, which has 
now become classical, is as follows: “ When few in number, the 
ulcers are confined to the region near the cardia or in the middle 
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part of the tube; or at least to within an inch or two from the 
bottom of the pharynx. Even under these circumstances, the 
ulcers were more numerous and larger near the cardia than 
elsewhere. They were oval in shape and directed vertically, the 
long diameter varying from two to twelve lines. Most of them 
were superficial, hut some of them were deep, exposing the 
muscular coat. They had never gone on to perforation. They 
were not found in patients wlio died after at least sixteen days 
of the disease; and not at all in those who died between the 
eighth and fifteenth days (from Mitchell). 6 

This frequency compares curiously with the most recent 
reports. Thus, Ouskow 0 in 439 autopsies, representing 6513 
cases, found no definite oesophageal involvement in a single 
case. In the majority of the cases the pharynx was reddened, 
and in parts deprived of its epithelium and covered with mem¬ 
brane. I11 some cases the tonsils were so inflamed as to suggest 
diphtheria. Laryngeal ulceration was quite common, being 
present in 30 per cent, of the autopsies. 

Mitchell 6 reports one case of oesophageal ulceration occur¬ 
ring in Professor Osier’s service at The Johns Hopkins Hos¬ 
pital. The histological description of this ulcer, which is most 
carefully described, was of a typhoid type, hut no evidence could 
be found of the typhoid bacillus. The following is an abstract 
of the clinical features: The patient died on the eighteenth day 
of the disease. At the autopsy, the cesophagus showed three 
definite ulcers situated at its upper part. All three were nearer 
the posterior than the anterior surface. The two larger ones 
lay one on each side in the depression between the lateral walls 
of the cesophagus and the thyroid cartilage. The larger of these 
was on the left side, three centimetres from the commencement 
of the gullet. It was placed obliquely, and measured one centi¬ 
metre in length by two and one-half centimetres in width. Its 
edges were sharply cut, and at its base the muscle was exposed. 
The base was clean. The other ulcer was almost opposite, cir¬ 
cular in form, three millimetres in diameter, with a hamior- 
rhagic base reaching into the submucosa. 

Riesmann 7 reports another autopsy. He found on the 
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upper part of the oesophagus, on the anterior wall to the right of 
the middle line, a chain of four ulcers extending perpendicularly 
downward from a point three and one-half centimetres front 
the base of the pharynx. (Unfortunately, no examination of 
the ulcers is reported.) 

As to the exact nature of these ulcers met with during the 
course of typhoid fever, nothing definite can be said. 

Louis did not consider them as due to typhoid infection, but 
rather as a complication due to the.extreme malnutrition of the 
tissues. It is very probable that the ulcers found at the lower 
end of the oesophagus are due to peptic digestion of the oesopha¬ 
geal mucosa. In many exhausting diseases, where the patient 
has lain for a long time before death in an extremely weak state, 
ulcerative lesions of the oesophagus have been observed. Thus, 
Eversmau 8 reports numerous peptic ulcers above the cardiac 
orifice of the stomach, and also perforation of the cesophagus. 
Hut this theory will not satisfy 11s in the case of ulcer in the 
upper portion of the gullet. Mere it is quite probable that some 
of them arc of typhoid origin. The case described by Mitchell 
certainly belongs to this class histologically. 

The symptoms recorded in the cases met with clinically 
have been few. Dysphagia has been the commonest. In most 
of the cases this has been the only symptom. In the three cases 
reported by me it occurred about the end of the fourth week, and 
was brought to notice by the inability of the patient to swallow 
capsules. As a rule, in the cases reported, the stricture was 
revealed when the patients were allowed to take solid food. 
Ihcmalemcsis has been noticed in one case only (Packard’s). 
It is a fairly common event in many cases of typhoid fever; 
but in some of the cases in which this symptom was present the 
autopsies showed no oesophageal lesions; therefore we have no 
right to assume, even in Packard’s case, that the haemorrhage 
was from the oesophagus. 

There is no reason to think, in any of the reported cases, 
that the drugs given during the course of the fever had any part 
in the causation of the cicatrix. 

I have made a careful review of the literature, and find 
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Roberts's Cases .—Two cases. Bolli were young men and both had a 
very long seizure of fever. The evidence of stricture was present when 
solid food was first taken. Stricture in both cases was near the cardiac 
orifice of the stomach. Operation was advised and in both cases refused. 
Both patients died shortly afterwards of starvation. 


I append below a list of references to the cases reported 
above. 
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